Effect of sex and gender on psychosocial aspects of prostate and breast cancer
Alexander Kiss, Siegfried Meryn Being male or female is an important basic human variable that affects health and illness throughout life.
1 Men and women differ not only with regard to their reproductive organs and bodies but also in the way they think, feel, and behave. The physical difference is called sex, influenced by genes and biology; the psychological difference is called gender, in which environmental, cultural, and psychosocial factors also have a prominent role. Researchers are just beginning to unravel the complex interactions between sex and gender, and the roles of nature and nuture are still unclear.
In the case of cancer it is obvious that only men can get prostate cancer and breast cancer occurs predominantly in women. How gender matters is not so obvious. In this article we describe the effect of gender on psychosocial differences in men and women with prostate and breast cancer, respectively.
Methods
We reviewed the recent literature concerning psychosocial aspects of prostate and breast cancer. We also incorporated our experiences as a psycho-oncologist and a general internist practising in sex and gender medicine as well as discussions and scientific exchange with colleagues and nurses in these specialties. There are several limitations-for example, both authors are male, which means there is a gender bias; we may be unaware of some aspects of the recent gender research in the social sciences; and the space for references is limited. The cited literature therefore mainly focuses on prostate cancer.
Biology and epidemiology of prostate cancer and breast cancer
The biology and epidemiology of prostate and breast cancer share many similarities (table 1) . For example, the lifetime risk for both cancers is high, and the frequency of both is increasing. Environmental factors seem to affect the risk of both cancers. In contrast to other cancer types, it is common for people with breast or prostate cancer to live with metastases for months and years. Screening for both cancers is possible, although much controversy exists over whether screening improves survival. Both cancers have a large effect not only on affected individuals but on the costs to national healthcare systems.
Physical effect of treatment on patients
Men with localised prostate cancer have four treatment choices: watchful waiting, radical prostatectomy, external beam radiation, and radioactive seed implants (brachytherapy). All options other than watchful waiting may 
Summary points
Sex and gender based differences have a profound effect on health and disease Until recently, the only measure urologists used to evaluate the effect of prostate cancer on male sex was impotence-that is, the inability to obtain an erection that is adequate for vaginal penetration.
2 Erectile dysfunction after cancer treatment seems to be more prevalent than studies with short follow up and selected patient populations allege.
3 4 According to a recent study, over 80% of patients treated for localised prostate cancer by radical prostatectomy or external beam radiation are impotent at a mean follow up of 53 months.
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Sildenafil has greatly changed the treatment options for erectile dysfunction, but the drug's benefit after treatment for prostate cancer is still controversial. 5 6 Female sexual dysfunction cannot be reduced to a simple single measurement as in men. Sexual arousal disorders are complicated to measure, 7 and emotional and relational issues seem to be more important in women than in men. In a recent study of women with breast cancer, about 30% of women treated by lumpectomy and over 40% treated by mastectomy said that it had negatively affected their sex lives. 8 The effect of treatment of both cancers on sexuality is considerable, but a direct comparison is impossible.
Effect on gender
If you ask men (colleagues or patients) what masculinity means for them, most are astonished, some make jokes, and you seldom get a consistent answer. How men are socialised and act as men is seldom reflected but constantly practised in social interaction, influenced by beliefs and behaviour such as being hard and strong (box).
At first glance, the male gender identity described in the box seems stereotypical and exaggerated, but there is some evidence that these characteristics are still real. 9 However, a man's concept of his masculinity also differs greatly according to his sociocultural background and often changes during his life.
Masculinity has close links to potency, not only in the biological sense but also in the social sense. Surprisingly, however, there is little awareness of, or research into, the effect of prostate cancer on male gender identity. By contrast, the effect of surgical techniques (mastectomy versus lumpectomy) on femininity has been investigated extensively.
Effect on quality of life
The effect of cancer treatment on quality of life is more difficult to measure than the effect on survival. Although quality of life measures have been routinely incorporated into studies of treatments for breast cancer since the late 1980s, they were rarely included in studies of prostate cancer. The much earlier research into quality of life issues in breast cancer may be partly due to public concern about breast cancer stimulated by the feminist movement in the 1970s and 1980s. Public concern about psychosocial issues in prostate cancer has emerged only in the 1990s and has been restricted mainly to North America.
The lack of information on the effect of quality of life of different treatments for prostate cancer makes it more difficult for men to decide about treatment. Studies on quality of life in prostate cancer using baseline assessment before therapy, a longitudinal research design, and standardised and valid measurements of quality of life are now being published. [10] [11] [12] However, there is no randomised trial comparing the effect on quality of life of different treatments for localised prostate cancer (surgery, brachytherapy, and external beam therapy). Although most urologists acknowledge the importance of quality of life in the treatment of prostate cancer, it can be difficult to reconcile this with surgical training.
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Psychological distress and coping strategies
The diagnosis of cancer is distressing, and between 20% and 30% of cancer patients continue to be depressed or anxious six months after diagnosis.
14 Disease stage, uncontrolled pain, and absence of social support correlate more with psychological distress than cancer site. Again more data are available for breast cancer than prostate cancer. 15 Being depressed is "in contradiction" with the core issues of male gender identity (box). Certain symptoms of male depression may be gender specific-for example, stress intolerance, low impulse control, alcohol misuse, and aggressive behaviour.
During stressful times most women with breast cancer want to talk about it and share their feelings with others-most men with prostate cancer would rather not. Clinicians involved in psychosocial research in cancer think that gender affects how people cope with cancer, 16 but there is little empirical research on this issue. The authors of a recent study of men after prostatectomy concluded: "Most men with prostate cancer avoided disclosure about their illness where possible and placed great importance on sustaining a normal life. Factors related to limiting disclosure included men's low perceived need for support, fear of stigmatisation, the need to minimise the threat of illness to aid coping, practical necessities in the workplace, and the desire to avoid burdening others." 17 Support groups for patients with breast cancer have a longer tradition than those for men with prostate cancer, and more women than men attend support groups. 18 Men in support groups prefer to share information whereas women prefer to share emotion. These gender differences are even found in internet cancer support groups. 19 Support groups for men are
Male gender identity-masculinity 9 Strong, silent type (restricted experience and expression of emotions) Toughness and violence Self sufficiency (no needs) Being a stud No sissy stuff (such as emotional sensitivity) Be powerful and successful more common in North America than the rest of the world. 20 21 More is known about the efficacy of group intervention in breast cancer than in prostate cancer.
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Effect on partners
Partners are the most important emotional and social support for cancer patients. 25 To support and care for others is a core feature of female but not male gender identity. A recent study found that female partners possessed a more accurate understanding of their husband's experience with prostate cancer than male partners had of women's breast cancer experience. 26 In the few studies comparing psychological distress of patients with prostate cancer and their wives, the wives were more distressed than the husbands.
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Doctors' attitudes and behaviour
Most patients with prostate cancer want to share decision making with the doctor 30 and also consult their partner. 31 Twenty three per cent of men treated for metastatic prostate cancer express regrets about their original treatment choice. 32 Sophisticated tools to help decision making, such as interactive CD ROMs, are available. 33 Little is known about the attitudes of urologists concerning shared decision making, and we do not know how urologists really behave in the decision making process. 34 A simple decision board has been developed to help women to make informed choices between mastectomy or lumpectomy. In contrast to expectations, the rate of breast conserving surgery decreased when the decision board was introduced. 35 Data are available on the prediction of surgeons' practice styles for breast cancer treatment in older women and what influences oncologists' decision making in chemotherapy for advanced breast cancer. 36 37 However, patients' decision making preferences and doctors' perception of these preferences have not been prospectively studied in breast cancer. A study in patients with different types of cancer in a palliative care setting found poor agreement between patients' preferences and doctors' perceptions of treatment decisions. 38 Although psychological distress in cancer patients is high, doctors are poor at detecting psychiatric morbidity. 39 40 Psychological distress is often discounted as a normal consequence of having cancer. This lack of recognition of psychological distress means that many patients do not receive treatment. Nevertheless, treatments such as antidepressant drugs, counselling, and supportive intervention are effective in cancer patients. 41 A study published over 20 years ago found that training specialist nurses to recognise and refer patients who developed psychiatric problems after mastectomy substantially reduced psychological morbidity. 42 However, a recent study found that radio-oncologists' recommendation for supportive counselling did not correlate with patient distress or the amount of perceived social support by patients but rather with progressive disease and less denial behaviour. 43 Oncologists increasingly realise the importance of communication skills, and training has been shown to improve their ability to detect and treat psychological distress. 44 However, many urologists are not aware that there is a problem, and training has been lacking.
Correcting the balance
As men's health and sex and gender specific medicine get a higher priority for research in coming years, psychosocial aspects of prostate cancer will get more attention. Only a few studies have directly compared psychosocial aspects of prostate and breast cancer, and most issues highlighted in this article are based on indirect comparisons. Therefore it would be a breakthrough if researchers at major cancer centres designed studies looking at major psychobiological issues in men and women simultaneously. Hopefully, more funding for prostate cancer research in the future will close the gap in knowledge and skills regarding psychosocial aspects of prostate and breast cancer.
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No man's land: men, illness, and the NHS
Ian Banks
An important obstacle to improving men's health is their apparent reluctance to consult a doctor. US research shows that men with health problems are more likely than women to have had no recent contact with a doctor regardless of income or ethnicity. 1 This reluctance means that men often do not seek help until a disease has progressed.
2 Late presentation can have serious consequences. For example, deaths from melanoma are 50% higher in men than women despite a 50% lower incidence of the disease. So why do men delay seeking help, and what can be done to overcome the problem?
What are the difficulties?
Suicide is now the single greatest cause of death among young men in most of the United Kingdom. One reason that more men die from suicide than women is that men are more likely to choose methods such as hanging or shooting that leave little room for medical intervention. Even so, men are less likely to talk about their problems with their peers or health professionals. Although the Samaritans claim that a large proportion of men have visited their general practitioner in the months before they take their own lives, 3 a report by the Men's Health Forum concludes the opposite. A multidisciplinary approach is therefore more likely to reduce rates of male suicide. Suicide rates fell by around half after such an approach was introduced in Dorset.
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Summary points
Men do care about health issues but often find it difficult to expresses their fears Men tend to attend their general practitioner later in the course of a condition than women and this phenomenon is exacerbated by social class inequalities Uptake of health information and health services can be improved by making them male friendly, anonymous, and more convenient Better use should be made of services such as NHS Direct, pharmacists, occupational health, and online advice 
